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Initial Comments

Report By Scott Greenwood

DHSR Construction Section conducted a Biennial
Follow Up Survey on February 06, 2024 from
11:10 AM to 11:30 AM at the above referenced
facility. At the time of the survey not all
deficiencies were corrected therefore further
action is required.

The cited deficiencies are as follows:

New Construction, Modifications

SECTION .0300 - THE BUILDING

10ANCAC 13G .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each family
care home shall be applied as follows:

(1) New construction and existing buildings
proposed for use as a Family Care Home shall
comply with the requirements of this Section;
(3) New additions, alterations, modifications and
repairs shall meet the requirements of this
Section;

This Rule is not met as evidenced by:

1. At the time of the survey it was observed that
there were new walls framed in the garage
section of the house and the garage door
hardware had been removed. This is not
compliant with the rules. Take the necessary
steps to obtain permits from the local building
official and submit plans to The Department of
Health Services Regulations for review.
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Note: Per research no plans have been
submitted as of 01/06/2024 to our department for
review. Plan submit the plans as soon as
possible.
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